MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH.

DEPARTMENT OF PUBLIC HEALTH AND WEL FARE [
Registration . District No, y Primary Registeation Disirict No.,fo °1_— Ragi

l63-=024480

-STATE FILE NUMBER

ar'y No. ..

DO:NOT WRITE . AME
ON THIS STUB NDED

2. USUAL RESIDENCE (Whore decessed lived. If institution: Residance before

& SAEMT SSOUR F Y JACKSON

Length of stay in 1b c. CITY
20 vrs{ W KANSAS CITY .
{nside Limits d. STREET {1¥ outside,

Yes B No [ ADDRESS 215 WEST

4, DATE Month Day

OF .
vt JUNE 23,
7. Married [T Never Merried [1 8. DATE OF BIRTH | 9- AGE (last birthday} [IF UNDER 1 YEAR
Widowed [y Divorced [] 3_11 - 80 85 Months | Days

10b. KIND CF BUSINESS OR INDUSTRY| 11, BIRTHPLACE {City and state or country).

HOMNE I0WA

T. PLACE OF DEATH

e COUNTY JAGKSON

b. CITY {If outside corporate limits, give TOWNSHIP only)

ow KANSAS QITY

c. E%;PﬂAATEOEF {If NOT in hospital, give location)
215 WEST 79rH.

INSTITUTION
3. NAME OF DECEASED
{Type or print)

admission)

VS 300
Rev. 4759 ]

Inside Limits
Yer ff] No O
Reside on Farm

Yo O Neff -

1
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S7H.

DATE AMENDED
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5. SEX &. COLOR OR RACE

FEMALE WHITE

10a. USUAL OCCUPATION (Give kind of work done

dt‘l’{;no Ugﬁ,vf}u;g , avan if refired)

Yaar
1965
IF UNDER 24 HR
Hours Min.

3 - /
22

12. CITIZEN QF WHAT COUNTRY

Us;S;4;

132. FATHER'S NAME

THOMAS HAXTON

13b. MOTHER'S MAIDEN NAME

NETTTE BILLIANMS

14. NAME OF H

USBAND OR WIFE

ARCHIE O; MATHEWS

15. WAS DECEASED EVER IN U.S. ARMED FORCES

14, SOCIAL SECURITY NO.

41

17. INFORMANT

MATHEWS 7

&4 W.

{Yes, no, WUhnuwn) |(II ye:,;{iv;c \;;r or dates d

18. CAUSE OF DEATH {Enter only one cause per TIn& Tor (&), (D7, 8N0 [T
PARY i. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (=

FLOYD Hj

Yrrr
INI'ERVAI. BETWEEN
QOMNSET- AND DEATH

RATIER

DOCUMENT

DUE TO (b)
which gave rise to
shove cause (a),
stating the u .
lying * cavse  last. DUE-TO (c}

PART II. OTHER SIGNIFICANT CONDITIONS CONIRIBUTING TO DEATH but not related to the terminal
disease condition given in PART | (a
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Conditions, if any, ]

PART Il If deceased
there a pregna in last 90 days.

l 0 Yes I O Ne l O Unknown
njury in PART | or PART I) of item 18.)

famele  was

9. WAS AUTOPSY
PERFORMED?
YES(O NOO

20c. TIME OF
INJURY

I 20a. ACCBENT SUIE:I]DE HOME||CIDE *20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of

Hour
am.
pam,

20d. INJURY OCCURRED
WHILE AT WORK []
NOT-WHILE AT WORK [

Month, Day, Year
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COUNTY

s [

fo causes stated.

20e. PLACE OF INJURY [e.Q., in or about home, | 20f. CITY, TOWN, OR LOCATION

farm, factory, street, office bldg., etc.}

Fahind last saw ”alnn o
2ted above, and to the best of my knawl ge, from f

El; Z g;]z‘z:b.ﬂi; :
23d. LOCAT!O ity, town, or county

UFFALO MLS’?OURI

21. 1attended the deceased frol

USE BLACK INK

22b. ADDRESS

¥TR o

23c. NAME OF CEMETERY OR CREMATORY

BUFFALO CEMETERY

ADDRESS 25, DATE RECD. BY LOCAL REG.

HOME INC: K:iClid0;6-25-63

{Licensed Embalmer's Statement on Reverse Sid.i

-or titla)

SHOULD READ
ert W, HamillImeoicar cermiFicanion

TYPEWRITER RIBBON

23b. DATE

6-26-1963

3u.‘ RLAL, CREMATION,
ng&mt (Specify)
MOV 4L

24. FUNERAL DIRECTOR

WORNALL FUNERAL

BY AFFIDAVIT OF

ITEM NO.




L . . STATEMENT. BY LICENSED EMBALMER

- | héreby ce?ﬁfy'. that the body whose name:'is' reon_ded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

N .
Student Signed Wé /ﬁéﬂ-‘ el
Signature of Student Embalmer .
Licensed Embalmer No. _{i&f—.

- ' - P. O. Address, I(a 7‘?11

Nofe: The above: MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Faliure to comp!y
“with the above consmutes grounds; for.revocation of license). Ta 2 .,

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng "‘.'

If thls body is not embalmed, fact should be so stated abcwe




